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strings with moderate weakness of the proximal muscle of the
left upper and left lower extremities. The size of the uterus was
compatible with a gestation of 32 weeks. There was no pro-
gression of paralysis after admission.
Laboratory investigations on admission were as follows: Blood
count: Haemoglobin I3. 5 g. %, WBC 22,000 per c.mm., poly-
morphonuclears 89· 5% Iymphocytes 9· 0 %and monocytes 1.5%.
Cerebrospinal fluid: Polymorphonuclears 24 per c.mm., lym-
phocytes 42 per c.mm., RBC 150 per c.mm., protein 48 mg. %
and sugar 46 mg. %. 0 bacteria were isolated. Poliomyelitis
and coxsackie virus were not isolated from the stool.
Normal labour commenced on 30 June and the patient was
delivered of a 5t lb. female infant. The baby gave a small gasp
and failed to breathe. The pharynx was suctioned orally by the
sister in charge. Respiration was assisted manually by the use of
a Drager Poliomat apparatus. The heart continued to beat norm-
ally until death occurred after It hours. Lumbar puncture carried
out after the infant's death produced a C.S.F. which was found
to contain RBC 2,720 per c.mm., polymorphonuclears 384 per
c.mm., lymphocytes 253 per c.mm. and protein 244 mg. %. Type I
poliomyelitis virus was isolated from the infant's stool and from
specimens of brain, spinal cord and heart tissue at the Polio-
myelitis Research Laboratories.
Thirteen days later the nursing sister who had suctioned the
child's pharynx was admitted to hospital with severe paralytic
poliomyelitis. Type I poliomyelitis virus was isolated from her
stool.
DlSCUSSIO
Intra-uterine infection can be accepted in the case presented
since the infant was born with paralytic poliomyelitis due
to Type I virus. Although virus was not isolated from the
mother, the clinical evidence established beyond doubt that
her illness was paralytic poliomyelitis, and the isolation of
Type I virus from one of her children suffering from para-
lytic poliomyelitis a few days before her own illness com-
menced can be taken as confirmatory.
The first concrete example of intra-uterine poliomyelitis
was reported in 1954 by Schaeffer et af.3 Their case appears
to have provided the first d~monstration of poliomyelitis
virus in both placenta and foetus infected during pregnancy
during the viraemia stage of the mother's illness.
Swarts and Kercher" reported the isolation of Type I
poliomyelitis virus from the cerebrospinal fluid of both a
mother and her newborn child.
Barsky and Beales reported on 6 infants born to mothers
suffering from poliomyelitis. These were drawn from a
group of 51 pregnant poliomyelitis patients during 1953
admitted to hospitals in Winnipeg and occurring among a
total of ],158 poliomyelitis patients treated. Meconium
and cord blood were examined for poliomyelitis virus.
In 3 infants who survived no virus was isolated from stool
or cord blood. In 3 stillborn infants Type I virus was isolated
from stool but not from cord blood. All the mothers were at,
or nearly at, full term on delivery. These authors consider
it probable that cases of infection in infants are missed when
virus studies are not carried out.
Shelekov and Habel6 showed that both an apparently
healthy infant born in a respirator, and the mother, who
suffered from acute poliomye1itis, were infected with Type I
poliomyelitis virus. Intra-uterine infection was suggested
by the finding of virus in the placental villi and in the rectal
ampulla of the infant at delivery. This is probably the
first recorded example of an infant born in the acute stage
of maternal poliomyelitis who suffered from subclinical
poliomyelitis. Antibody titrations were carried out on
mother and infant. The mother's serum neutralized Type I
virus when undiluted 7 days before delivery and the titre
rose to 1 in 256 in 2 months, remaining at that level after
5 months. The infant's antibody in cord serum was low at
birth, the titre being I in 4 against Type I poliomyelitis
virus, but at 2 months and at 5 months the level was 1 in 256.
SUMMARY
A case of intra-uterine poliomyelitis due to transplacental
infection with Type I poliomyelitis virus is described.
Part of the available literature on the transplacental
transmission of poliomyelitis is summarized.
We are grateful to Dr. Scott Millar, Medical Officer of Health,
Johannesburg, for his permission to publish this report and to
the staff of the Poliomyelitis Research Laboratories for the virus
studies.
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CHlLDREN IN HOSPITAL·
BEN EPSTEIN, M.B., B.CH. (RAND), M.R.C.P. (LoND.), D.C.H. (LOND.), Pretoria
A civilization such as ours is geared to a very large extent to the
mental and physical welfare of its children. It is of course a truism
that in order to survive we must take care of our children. Primitive
man relied on the survival of the strongest of his numerous progeny,
which led to practices such as leaving infants on mountain tops to
endure the rigours of nature. With the introduction of birth
control and the decrease in the birth rate, it has become necessary
to ensure the survival of greater numbers of children. Public-
health measures such as the introduction of clean milk, pari pasSII
with the development of our machine age, have reduced infantile
mortality to a low level. Antibiotics have converted formidable
diseases into relatively minor illnesses.
As mortality and morbidity in children's diseases decrease, other
factors become more prominent. The study of the effects of emo-
tional disturbances has made rapid strides since Freud. Parents
are becoming increasingly conscious of the importance of giving
their children an emotionally balanced upbringing. Although we
are far from the ideal, a great deal has been learnt. The public is
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avidly mopping up information on this subject, and writers like
Benjamin Spock have become best sellers.
In one aspect of this problem we in South Africa have lagged
sadly behind-that is in the attitude of the authorities towards
children in hospital. I say 'authorities' because I do not think many
paediatricians agree with the manner in which children, in particu-
lar small children, are isolated from their parents on admission to
hospital. I can conceive of no greater psychic trauma to a child
than that created by separation from its mother in its early forma-
tive years. Physical separation of child from mother occurs at
birth with the cutting of the umbilical cord, but the emotional cord
is not severed for very many years. It is therefore important
that when a child, particularly a child under the age of 4 years, is
admitted to hospital, special provision should be made for the
mother to stay in the hospital with the child, either full-time or
part-ti~e, or that wherever possible unrestricted visiting should be
allowed.
Moreover, children's wards should be made pleasanter. Children
respond to atmosphere. Walls should be painted in pleasing
colours, with glass partitions low enough to enable the child to
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look out into the corridors. Cubicles should not be designed like
prison cells. There should be a proper playroom where the con-
valescent child can spend his time. It should be equipped with
sturdy toys such as are used in nursery schools. Where possible
the child should have his own clothes. If the hospital provides
them, there is no reason why they should not be pleasant to wear
and to look at. The extra cost would be negligible.
Careful studies of the child in hospital have been made in various
parts of the world. One of the most recent and the most thorough
has been that of lames Robertson! a psychologist on the staff of
the Tavistock Institute of Human Relations, who has not only
written a book Young Children in Hospital-a book that I would
strongly recommend to you all-but has produced two films,
A Two-Year-Old Goes to Hospital and Going to Hospital with
Mother. The second of these will be shown today.
I cannot do better than follow the arguments laid down by
Robertson. Mr. Robertson states that the child under the age of
4 years needs the greatest consideration. He is dependent on the
mother for his physical and emotional needs. His personality
develops normally only when he lives in an environment where he
can get the love of his mother.
When a child is ill at home it is expected that his mother should
be in constant attendance. In hospitals it has become accepted that
mothers, if not an actual nuisance, are a potential nuisance, and
they should therefore be allowed to be with their children only at
certain specified hours.
However kind and considerate the nursing staff may be, it is
obviously impossible to apportion anyone nurse to constant
attendance upon anyone child-the nearest that a hospital could
approach to supplying the child with a mother-substitute. Days
off, differing hours of duty, and the monthly changes of staff (a
pernicious system in a children's ward) create a very confusing
picture in a child's mind, and he does not know to whom he can
turn when in distress.
Who in this room has not seen the obvious case of neglect due to
shortage of staff: the child who is crying his heart out because
everyone is too busy to attend to him; the child who unavailingly
calls for toilet attention, or the infant who has been lying in wet
or soiled napkins for a long period of time. Frequently napkins
are put on to toddlers who have already been toilet trained, with
adverse psychological effect. Many children become neurotic after
a period in hospital.
Robertson states that in the process of 'settling-in' a child goes
through 3 phases:
I. Protest-the obvious external rebellion against being left by
his mother.
2. Despair-in which the conscious need of his mother is coupled
with increasing hopelessness.
3. Denial-in which he represses his feeling for his mother. The
child seems to have settled down and to be enjoying the ward
routine. When the mother visits, he tends to ignore her. At the
time of discharge he clings to-the nurse and may not even wish to
go home. This is often represented to parents, nurses, medicai
students and doctors as an indication that the child has become
well adjusted to his stay in hospital.
There are other well documented and controlled studies on this
subject. Faust,' in 1952, was responsible for a report issued by the
Department of Pediatrics and Anesthesiology, Albany Medical
College, on Reducing Emotional Trauma in Hospitalized Children:
A Study in Psychosomatic Pediatrics. Prugh,' in 1953, also in the
USA, wrote A Swdy of the Emotional Reactions of Children and
Families to Hospitalization and l/Iness. aughan,' in 1957, wrote
on Children in Hospital.
In what way can we minimize these emotional shocks to sick
children?
1. We must keep out of hospital as many children as possible.
With modern drugs it should not be necessary to admit many who
in pre-antibiotic days would have had to go into ho pita1.
2. Unrestricted visiting except for times when this would be of
great inconvenience to the staff.
3. Evening visits such as practised at the Hospital for Sick
Children, Great Orrnond Street, London. Professor Moncrieff'
explained this in a lecture given at the last Medical Congress held
in Durban. In this hospital mothers are encouraged to visit their
children daily, wash them, feed them, and put them to sleep. Thus
the child is settled before the mother departs.
4. Mothers must be allowed to stay in hospital with their younger
children, and children's hospitals must be altered to allow this to
take place.
I need hardly mention the work of the late Sir lames Spence of
Newcastle, a fine humanitarian and a great paediatrician who, 30
years ago, successfully pioneered this type of hospitalization in
Great Britain. It is only in recent years that his ideas have been ac-
cepted. A paediatric unit at Amersham General Hospital has been
converted to allow mothers to stay with their children. This
hospital is shown in today's film. Dr. D. MacCarthy, the paedia-
trician in charge of Amersham, is so pleased with the results that he
has also converted the paediatric unit at Stoke Mandeville, which
was almost ready for occupation. He showed me this ward when
I visited him last month.
This subject, as far as I know, has not been dealt with at previous
medical congresses in this country, thoUgh it has been discussed in
other countries. There are obviously important aspects that I have
omitted. There is no time in a paper as general as this to consider
the practical difficulties in the wards, the problem of the child who
has to make a prolonged stay in hospital, and the educating of
nurses, medical students and doctors in this aspect of mental health.
I realize that the solution in South Africa is not an easy one. It is
extremely difficult to break down prejudices and established tradi-
tions. One would have to persuade the highest authorities in the
nursing profession that a change of this nature, whilst it would
be primarily in the interests of the child, would also assist the
nursing staff. Contrary to popular belief, hospitals that have ad-
mitted mothers with their children have found that, far from
interfering with the work of the ward, the mothers are very helpful
and relieve the nursing staff of much unskilled work. Also the
danger of cross infection is reduced.
I hope that the ideas that are gaining ground overseas will soon
be established practice in South Africa, and that the new children's
hospitals will be designed to meet the psychological as well as the
physical needs of the child.
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TIllRD CONGRESS OF THE SOUTH. AFRICAN PAEDIATRIC ASSOCIATIO , PRETORIA,
OcrOBER 1958 : SUMMARIES OF PAPERS
VIRUS DISEASES IN CHn.DHOOD by Dr. lames Gear,
Johannesburg
Dr. Gear surveyed recent developments in the field of virus dis-
eases. He noted that in 1958 there were few cases of poliomyelitis
in South Africa, contrasting with its incidence in 1956-57, when
the most intensive and severe epidemic ever experienced in this
country occurred. Although this diminished incidence suggested
that the vaccination campaign had been successful it was too
early to come to this conclusion. However, it was satisfactory
to note that the formalinized vaccine stimulated the production
of serum antibodies in the majority of children vaccinated and
therefore it might be presumed that it also protected the majority
of children against paralytic poliomyelitis. Unfortunately some
cnildren did not respond well to the full course prescribed and
there nad been some cases of paralytic poliomyelitis in triply
vaccinated children. It was clear that the best answer to polio-
myelitis still had to be found. This might be a live-virus vaccine,
for which already relatively avirulent strains had been developed
and trials had reached an advanced stage.
Since the discovery of the Coxsackie virllSes further work has
shown that they fall into 2 groups. Group A has been identified
as the cause of herpangina and of a pyrexial illness with lympha-
denopathy, and as one of the causes of the aseptic meningiti
syndrome. Coxsackie group-B viruses have been identified as
the cause of Bornbolm disease and of pharyngitis with pyrexia,
